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Yararlari
Saglik pazarindaki yarisma
Hastanin istegi

Cerrahin tercihi



Prospektif randomize calisma yok

Hasta izni ve cerrahin tercihi nedeniyle randomizasyon
Zor

Literaturdeki calismalarin hemen tamami dosya
taramalarindan elde edilmis

« Tumor kontrolu?
=« Operatif veriler?
= Perioperatif komplikasyonlar?



Demograplue and operaive varabls
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TABLE 1. PATIENT CHARACTERISTICS
AND OPERATIVE RESuLTS

Laparoscopy ~ Open surgery  p-Value

No. of patients 52 79
(Male/female) 40/12 53/26
(Right/lett) 25/27 33/46
Years 1997-2008 1996-2008
Age M +15 62 +11
Median follow-up 41 51
period (months)
Mean tumor 88 +27 89 + 24
size (mm)
Specimen weight (g) 606 +420 6d4 + 271
Blood loss (mL) 245 4397 663 + 568
Operative time 256 +6b 241 +61
(minutes)




TABLE 2. INTRAOPERATIVE AND POSTOPERATIVE
COMPLICATIONS

Laparoscopyy Open surgery

No. of conversion |
to open

Intraoperative 8 (15%) 2 (2.5%)
complications

[mjury of Injury of bile
diaphragm 1 duct 1

Vascular injury Pneumothorax 1

IVvC 2

Renal artery 2

Renal vein 1

Adrenal vein 1

Lumbar vein 1

Postoperative 5 (109%) 12 (15%:)
complications

[leus 3 [leus 2

Lymphorea 2 Abscess 1
Wound infection 2
Lymphocele 1
Postoperative

bleeding 3

Decubitis 2
Athelectasis 1




Laparoscopic Versus Open Radical Nephrectomy
for Large Renal Tumors: A Long-Term Prospective Comparison

A. K. Hemal,* A. Kumar, R. Kumar, P. Wadhwa, A. Seth and N. P. Gupta
From the Department of Urology, All India Institute of Medical Sciences, New Delhi, India
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TABLE 1. Pattent demographics, fumor characteristics, operative data and complications

Group 1 Group 2 p Value

Demographics + tumor characteristics:

No: pt& 41 11

Mean = 8D age (yrsi h2a= 113 027+118 (.94

Mean = SD American Society of Anesthezinlogiats 2core 1.95 = 0.95 L75+0.75 0.23

Mean = 8D BMI (kgfm®) 29445 2 +34 (.62

No. menfwomen AT 47724 0.418

Mean = 8D tumor size (cm) 99=212 1.1 =32 (.69

% Rt tumaor 46.3 a1 (.18
[ntraoperative and perioperative data:

Mean = SD operative time {mins) 180.8 = 21.5 166.3 = 40.9 (.024 {zsigmficant)

Mean = 8D EBL (ml) 245.5 = 125.13 ha7.9 +139.99 <(.001 (significant)

No. blood transfusion (%) 6 (14.63) 23 132.4) (.04 (=ignificant)

No. conversion to open () 2 (4.87) Not applicable

Mean = SD specimen weight (gm) 25 = 234 T95 + 281 (.18

Mean = SD analgesie requirement (mg morphine equivalent ) 16.4 = 3.35 35.0 = 8.01 <0001 {rignificant

Mean = SD hospital stay {days) 36=0.79 6.6 = 1.06 <0.001 (significant)

Mean = 5D convalescence (wks! 156 = 0.5 3.3 ~ 0.69 <(1.00] {significant)

No. RCC (%) 34 (95.1) 68 195.7) (.76

No, emeocyvioma (%) 2140 3143
No. complications:

Intraop vascularhemaorrhago 3 3

[ntraop bowel 1 3

[ntraop totals 4(9.75%) Bi11.26%) (.94

Postop wound mfection 1 b

Postop delayed bleeding 2 2

Postop atelectasis 1 |

Postop 1leus 1 2

Postop incizional hernia f 1

Postop totals B(12.19%) 11(15.49%) (.54




Tasee 5. ReporTeD OPERATIVE DaTa (LAPAROSCOPIC/OPEN RADICAL NEPHRECTOMY
FOR LARGER THAN 7 cM RENAL TUMORS)

Tumor Operative time Blood No. of No. of conversion
Operation nosize (cm) (minutes) loss (mL) — complications (%) to open (%)
Hemal’ Open 7 10.1 165 537 8 (11.3%)
Laparoscopy 4l 9.9 180 200 4 (9.75%) 0
Gong" Laparoscopy 43 97 212 275 8 (19%) 5 (12%)
>10 247 372 18.8%
7-10 193 224 15.6%
Steinberg’ Open 34 >7 207 500 6 (17.6%)
Laparoscopy 65 9.2 180 200 5(7.7%) 0
35 =10 185 25() 3 (B.6%)
30 7-10 180 150 2 (6.7%)
Dillenburg!  Open % 93 141 536 52%
Laparoscopy 23 8.9 17 227 100% 0
Present series  Open 79 8.9 241 663 2 (2.5%)
Laparoscopy 52 5.8 256 45 8 (15%) 1 (2%)
11 10 287 331 12 (18%)
a4 7-10 247 235 6 (14%) 1 (24%)

Hattori R et al. J Endourol 2009



Daha az calisma alani

Yuksek nodal tutulum olasiligi( Hiluma yaklagsmayi
zorlastiran)

Daha ¢ok sayida peritumoral damarlar
Daha yuksek oranda renal ven trombusu gorulmesi
Standart lenfadenektominin yapilamamasi

Anatominin distorsiyonu



Ust poliin biyik timorlerinde karaciger ve dalagin
ekartasyonundaki sorunlar

Hiluma yakin tumorlerde arterin bulunup baglanabilmesi
Icin preoperatif embolizasyon gerekebilir

Operasyon sirasinda spontan modifikasyonlar gerektirir.

lleri cerrahi teknik beceriler gerektirir.
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with Pathologic T3, Renal-Cell Carcinoma:
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Tapte 1. PrREOPERATIVE CHARACTERISTICS OF
37 Lararoscoric Rapical NEPHRECTOMY
PATIENTS FOR T3y Renar-Cerr CARCINOMA

Age (years), median (range)
Gender

Male

Female
Symptomtic

Yes

No
Side

Right

Left
CCI, median (range)
Thrombus known, preoperative
Tumor size, median (range)
Metastatic disease, preoperative

65 (37-82)

27 (73%)
10 (27%)

14 (38%)
23 (62%)

6 cm (3.5-12)
4 (11%)




TapLe 2. PeriorerATIVE QuTCOMES IN 37 PATIENTS
UnpercomnGg Lararoscoric RADICAL
NEPHRECTOMY FOR T3z RENAL-CELL CARCINOMA

EBL median (IQR) 200 mL (100-850)
Transfusion rate 6 (16%)

LOS (days), median (IQR) 3 (3-5)

Open conversion 1 (3%)

Perioperative complications 7 (19%)
Myocardial infarction
Atrial fibrillation
Fascial dehiscence
Acute renal failure
Pulmonary embolus
lleus
Perioperative mortality




Trombusun distal ucu intraoperatif US ile goruntuleniyor.
lleri laparoskopik cerrahi becerisi- deneyimi gerektiriyor.
5 olguda 1000 cc.’'den fazla transfuzyon

Takip suresi ort 8 ay onkolojik sonuclari?

Immiin sistemi daha az bozdugu icin adjuvan tedavi
daha erken baslaniyor?

Her zaman acik cerrahiye gecebilecek imkanlar ve
enstrumanlar hazir olmali



« Ogzellikle 6§renme doneminde uzun operasyon suresi
nedeniyle operasyon, ameliyathane ve anestezi maliyeti
aclk cerrahiye gore 1/3 oraninda daha yuksek

« Laparoskopik cerrahi ekipman pahali



Patolojik evrenin tespiti icin spesmenin butun ¢ikariimasi
en dogrusu

Genellikle 6 cm’lik bir insizyondan adale ayrilarak
cikariliyor. Laparoskopi girisleri de eklenince kozmetik
olarak acik girisimle karsilastirilabilir

Morselasyon ve parcalayarak ¢ikarmada torbanin
delinmesi ve tumor yayilimi riski var. Ayrica operasyon
suresine 30-45 dk. ekliyor

Girig yerlerinde tumor nuksu ve peritoneal yayllma soz
konusu ise de serilerde nadir rastlaniyor



Mini-flank supra-11th rib incision for
open partial or radical nephrectomy
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TABLE 2 Comparison of patents undergomg PN or AN usmg the mimi-flonk approach

Mesiian (range)
Cimical vanable N RN

N patients 133 34
Age, yeats 629 [383-81.7) BA [224-813)
Tumour size; cm 30 (1.0-63 4.4 (1.9-1140)
Operative duration, h 23(13-47] 28 (13-51]
HAL mL 475 |50-2000] 400 (100-2400]
Hospital stay, days AL [2-B} 5 13-28
Time [days] to!

Liscontinue PCA 3 [1-4] 2 [1-7)

Solid diet 2 [1-11) 3 (1-5)

Pain control 2 |B-5j 2.7 {0-7)




Laparoskopinin acik cerrahiye ustunlugunu gosteren
prospektif randomize calisma yok.

Laparoskopinin AC’ye esdeger oldugunu soyleyen
yayinlar laparoskopide cok deneyimli kliniklerden
geliyor.

Cerrahlarin laparoskopi oncesi acgik cerrahi deneyimler;i
yuksek, acik cerrrahiye geciste sorunlarin ustesinden
gelebilme becerileri ve ekipleri var.

Laparoskopi ekibi ve enstrumanlari tam

Intraoperatif gorunttileme yardimi alabiliyorlar



Laparoskopinin ogrenme suresi uzun
Birincil egitim olan acgik cerrahi egitim azaliyor

Ozellikle egitim kliniklerinde laparoskopik cerrahi kadar
aclk cerrahi de yapilmall

Egitim Kklinikleri disinda da Urologlar acik cerrahi
pratigini kaybetmemel

T1bbi endustrinin kontrolu artiyor



